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 common bile-duct has been made, perseverance with medical treatment
for more than a few weeks is altogether unjustifiable.
(d) Operation for Stone in Common Bile-Duet
If the operation is undertaken between acute obstructive attacks,
when the jaundice has waned and infection is quiescent, the risk is slight
and the results are most gratifying. When, however, deep jaundice is
present, owing to complete biliary obstruction from an impacted stone,
the patient is cholaemic, liver function is disorganized, the tendency to
bleed excessive, and consequently the risk of operation considerable.
Thus, whilst the operative mortality for cholecystectomy is 2 per cent,
that for all cases of stone in the duct is 9 per cent.
Pre-operative preparation of the patient is all-important and should
aim at diminishing the two main risks of cholaemia and haemorrhage.
To guard against the former, large quantities of fluid and glucose should
be given, preferably by the continuous intravenous drip method. Some
fifteen pints of 6 per cent glucose may be given in the 48 hours preceding
operation, and, with this, 10 units of insulin every six hours should be
given as in Umber's treatment of cirrhosis. To minimize the risk of
haemorrhage, if deep jaundice is present, the intravenous administra-
tion of 5 c.c. of 10 per cent calcium chloride solution may be given for
two nights before operation, and 30 c.c. of 30 per cent sodium citrate
should be given intramuscularly just before operation. Better than
either of these is a transfusion of 10 ounces of whole blood some hours
before, and the same amount again some hours after, operation. It has
been suggested that a vitamin C deficiency may be a factor in predis-
posing to haemorrhage in some of these cases and ascorbic acid has
been given with apparent benefit (Illingworth). If liver failure threatens
after operation, as indicated by drowsiness, dry tongue, and pale watery
bile, the intravenous glucose drip is continued and a diathermy current
is passed through the lower part of the thorax to raise the temperature
of the liver as recommended by Crile.
Gas and oxygen anaesthesia should be used, especially if the patient is
jaundiced. Through a Kocher's oblique incision, five inches long, the
gall-bladder is exposed. It will usually be found small and fibrotic and
buried in adhesions. The latter are freed by dissection and the dilated
and thickened duct is brought into view. The duct and the head of the
pancreas are palpated and a single mobile stone, if felt, may be manipu-
lated into the supraduodenal portion of the duct, cut down on, and
removed. If this is not possible the duct is opened in its supraduodenal
portion between two stay sutures, stone-forceps are inserted and the
calculus is felt for and extracted. It is very seldom necessary to open
the duodenum and to cut down on the papilla. The hepatic ducts must
be explored to ensure that no stone is left. A probe, followed by
graduated bougies, is then passed down through the papilla into the
duodenum and the papilla dilated. Finally a tube should be stitched into
the duct, which is drained to the surface. As cholangitis is a usual

